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The� Indian� Ocean� tsunami� of� December� 26,� 2004,� af-
fected�eleven�countries�and�killed�more�than�two�hun-
dred� twenty� thousand� people,� temporarily� capturing�

global�awareness�and�compassion.�After�reviewing�reports�of�
complex�wounds�and�missed�injuries�still�needing�treatment,�
we� three� took� a� two-week� medical-surgical� relief� trip� to� Sri�
Lanka�ten�weeks�after�the�tsunami,�treating�many�patients�and�
delivering�much-needed�supplies.

Although� the� tsunami� brought� us� to� Sri� Lanka,� the� need�
for� surgical� treatment� for� tsunami� victims� turned� out� to� be�
minimal.�Instead,�we�were�struck�by�the�complex�political�and�
socioeconomic�issues�related�to�the�longstanding�civil�conflict�
that�has�crippled�Sri�Lanka’s�public�health�infrastructure�and�
access�to�care.�The�people�of�Sri�Lanka�are�not�unique—they�
are� among� the� millions� around� the� world� whose� daily� lives�
are�affected�by�the�consequences�of�armed�conflict.�What�set�
them�apart� for�this�brief�moment� in�time�was�their�dramati-
cally�increased�worldwide�visibility.�The�horrific�natural�disas-
ter� that�brought�us� to� this�war-torn�country�also�allowed�us�
to�see�its�underlying�long-term�struggles,�and�to�ponder�what�
greater�role—beyond�direct�service—physicians�should�play�in�
the�face�of�such�suffering.

The� concern� about� the� death� toll� of� the� tsunami,� with�
its� consequent� intense� media� attention,� and� the� potential�
diversion� of� funds� from� other� pressing� global� health� crises�
have� been� debated.1,2� It� is� estimated� that� AIDS� and� malaria�
deliver� the� mortality� equivalent� of� the� Asian� tsunami� every�
week� in� Africa.1� Experiences� from� past� disasters� (Hurricane�
Mitch,�thirty-three�percent,�and�the�Bam�earthquake,�sixteen�

�percent),� suggest� that�
only� a� fraction� of� funds�
pledged� are� actually� dis-
bursed�to�recipient�coun-
tries,�which�may�then�lag�
in�allocation.2

Second� in� death� toll�
only� to� Indonesia,� ap-
proximately� thirty-three�
thousand� people� died� on�
the� coast� of� Sri� Lanka,�
with� an� additional� one�
hundred� fifty� thousand�
injured,�and�five�hundred�
thousand�displaced.�Sri�Lanka’s�disaster�management�after�the�
tsunami,�including�its�attention�to�immediate�and�longer-term�
public�health�issues,�is�praiseworthy,�particularly�in�prevention�
of�epidemics�of�communicable�diseases.3

Several� giant� tsunami� waves� devastated� the� Sri� Lankan�
coast�in�a�matter�of�minutes,�but�the�civil�conflict—primarily�
between�the�Sinhalese�majority�and�the�Tamil�minority—has�
continued�for�over�twenty�years.�The�usual�mix�of�internal�and�
external� groups,� including� foreign� governments,� nongovern-
mental�organizations,�a�substantial�overseas�diaspora,�and�aid�
agencies� have� all� influenced� the� process.� The� war� has� killed�
more�than�sixty�thousand,�costs�two�percent�of�the�GNP�an-
nually,�and�has�internally�and�externally�displaced�two�million�
people,� while� miring� the� northeast� in� relative� poverty.4� The�
civilian�population�has�suffered�extensive�physical�and�psycho-
logical�trauma,�and�basic�medical�services�have�deteriorated.5

Aid distribution in areas of conflict
Our� host� nongovernmental� organization� directed� us� first�

to�the�District�Hospital�in�Killinochchi,�the�largest�town�in�the�
Liberation� Tigers� of� Tamil� Eelam� (LTTE)-controlled� north-
east,�accessible�only�by�the�A9�highway.�This�road�was�closed�
from�1990�until�the�ceasefire�in�2002,�effectively�depriving�the�
region�of�both�basic�needs�and�essential�medical�and�surgical�
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supplies.5�Prior�to�the�tsunami,�child�malnutrition�rates�in�the�
northeast�were�estimated�at�thirty�percent,�twice�the�national�
average.6

Since�the�ceasefire,�more�supplies�are�allowed�in�the�region;�
nonetheless,� at� the� main� army� checkpoint,� several� officials�
carefully� inspected�all�of�our�equipment�and�documents�be-
fore�granting�access.�We�left�at�1:00�am�from�Colombo�with�
over�two�hundred�kilograms�of�medications�and�surgical�sup-
plies�that�are�often�considered�disposable�in�the�United�States�
despite�their�capacity�to�be�sterilized�and�reused.�Deplorable�
road�conditions�and�multiple�military�checkpoints�accounted�
for� the� twelve� hours� it� took� to� travel� the� mere� 250� miles� to�
our� first� destination.� We� appreciated� firsthand� the� need� for�
meticulous� document� preparation� from� various� organiza-
tions,� as� well� as� the� powerful� deterrent� posed� to� aid� groups�
working�in�the�area�of�prolonged�delays�at�checkpoints�(with�
an� accompanying� risk� of� seizure� of� supplies).� Even� the� most�
well-intentioned�charitable�organizations�grapple�with�limited�
financial,�physical,�and�human�resources.�It�is�simply�more�ef-
ficient,�and�potentially�safer,�to�deliver�supplies�to�regions�with�
easier�access.�Groups�working�in�the�northeast�later�expressed�
frustrations� in� not� receiving� supplies� due� both� to� customs�
delays�in�Colombo�as�well�as�at�the�checkpoints.�Unless�hand-
�delivered,� many� shipments� seemed� to� go� “missing.”� Indeed,�
equity� in� the�distribution�of�aid�after� the�tsunami,�especially�
to�LTTE-controlled�areas,�has�been�questioned.7

The�Killinochchi�District�Hospital�was�the�primary�regional�
referral�center�after�the�tsunami.�It�usually�serves�two�hundred�
thousand�people,�although�because�of�the�conflict�precise�pop-
ulation�statistics�in�the�region�are�disputable.4�The�official�bed�
capacity� is� 128,� but� during� our� visit� four� hundred� inpatients�
crowded�into�wards,�on�mats�under�cots,�and�in�hallways.

We� saw� approximately� seventy� patients� a� day� in� the� sur-
gical� clinic,� mostly� with� war-related� issues� such� as� chronic�
wounds� and� retained� shrapnel,� as� well� as� acute� and� chronic�
unmanaged� conditions.� Because� of� the� dilapidated� facilities,�
we� performed� many� minor,� and� several� major,� procedures�
with� dimming� lights� and� only� intermittent� running� water;�

with�the�significant�backlog�of�surgical�problems,�there�clearly�
were�months�of�work�to�be�done.�We�left�many�supplies�in�the�
region’s� hospitals—all� consumables� had� been� depleted� and�
most�instruments�were�barely�functional.�Overworked�hospi-
tal�staff�performed�with�inspiring�resourcefulness�and�heroic�
dedication�in�impossible�circumstances.�They�were�eager�for�
instruction�in�trauma�management�and�perioperative�care,�as�
clinical� needs� usually� overwhelm� and� exhaust� the� time� and�
resources�required�to�ensure�ongoing�training.

Our�first�patient,�a�twenty-seven-year-old�landmine-clearer�
with� acute� appendicitis,� illustrated� the� distressing� conven-
tional�standard�of�care�for�surgical�emergencies.�He�received�
ketamine� and� atracurium� and� was� hand-ventilated� through�
the�appendectomy,�as�there�is�no�capacity�for�the�delivery�of�
inhaled� anesthesia� or� mechanical� ventilation� at� the� hospital.�
No� full-time� surgeon� is� posted� by� the� government� in� the�
entire� LTTE-controlled� northeast� region� of� the� country� (the�
districts�of�Killinochchi� and�Mullaitivu).� In�our�absence� this�
patient� would� have� been� evacuated� to� Jaffna� (northwest)� or�
Vavuniya�(south),�requiring�a�several-hour�trip�through�mul-
tiple�army�and�LTTE�checkpoints�that�close�daily�at�5:30�pm.�
Undoubtedly,�for�surgical�emergencies,�patients’�lives�are�put�
at�great�risk.

There� is� a� similar� lack� of� capacity� in� pathology.� Biopsies�
are� sent� to� Colombo� and� patients� wait� several� months� for�
a� diagnosis,� often� in� a� critically� limited� time� period� during�
which� a� curative� intervention� may� be� possible.� With� the� aid�
of� a� visiting� pathologist,� we� immediately� diagnosed� several�
patients�with�suspicious�tumors�and�masses�and�determined�
appropriate�management.

The� small� northeastern� coastal� town� of� Mullaitivu,� an�
hour’s� drive� east� of� Killinochchi,� lost� half� of� its� population�
of�seven�thousand�in�the�tsunami.�Mullaitivu�is�also�a�higher�
security�area�for�the�LTTE,�and�bombed-out�buildings�seam-
lessly�intermix�with�tsunami�wreckage.�The�waters�destroyed�a�
center�for�war�orphans�and�claimed�the�lives�of�more�than�half�
the�children—the�survivors�have�now�been�moved�to�another�
site� and� joined� with� children� orphaned� by� the� tsunami.� Just�
across�the�street,�the�surging�waters�that�day�also�left�an�indel-
ible�line�on�a�school’s�outer�wall,�which�had�been�a�memorial�
bearing�the�names�of�their�students�who�died�in�the�war.

Over�ninety�percent�of�those�displaced�by�the�tsunami�in�Sri�
Lanka�have�been�displaced�multiple�times�before�because�of�the�
civil�war.8�We�met�families�who�had�fled�the�country�years�ago�
to�escape�the�conflict,�returned�with�hope�to�their�homeland�

From left to right: Hindu temple in Batticaloa • Julie Adams playing with one of the children • Settlement camp in Batticaloa • 

Surgery in dilapidated, 
crowded space



The Pharos/Winter�2007� 31

after� the� 2002� ceasefire,� and� later� lost� everything� in� the� tsu-
nami.�One�man�in�a�settlement�camp�who�walked�with�an�arti-
ficial�leg�from�a�landmine�injury�during�the�war�quietly�shared�
the�loss�of�two�of�his�three�children�in�the�tsunami.�Signs�off�
the�main�road�leading�into�Mullaitivu,�which�was�overrun�by�
water�that�day,�warn�children�about�landmines�and�explosives.�
As�many�as�1.5�million�mines�still�infest�the�country,9�particu-
larly� in�contested�areas.�Fortunately,� initial� concerns� that� the�
tsunami�uprooted�mines�proved�to�be�unfounded.

In�the�tsunami-affected�regions,�many�civilians�lost�imme-
diate� family,�material�possessions,�and� livelihoods.� In� transi-
tion� from� the� emergency� response� phase,� hospital� directors�
and�community�leaders�expressed�an�urgent�need�for�mental�
health� services.� Some� patients� voluntarily� shared� feelings�
of� sadness,� survivor� guilt,� and� hopelessness,� while� parents�
who� had� not� recovered� the� bodies� of� their� children� were�

still� searching.� We� noted� that� some� children,� after� eagerly�
approaching� us� with� smiles� and� carefully� mouthed� playful�
English�words�“What�is�your�name,”�followed�this�with�com-
ments�such�as�“brother,�tsunami”�or�“sister,�tsunami”�indicat-
ing�the�people�they�had�lost.�We�wondered�whether�this�was�
simply�a�need�for�self-expression�or�conditioning�from�waves�
of�well-intentioned�overseas�volunteers�who�kept�asking�about�
the�tsunami’s�personal�effect.

In� the� United� States,� the� epidemiology� and� treatment� of�
psychological�sequelae�following�disaster,�especially�the�prac-
tice� of� “psychological� debriefing,”� have� been� under� careful�
scrutiny�since�September�11,�2001.10�The�WHO�estimates�that�
twelve�months�after�a�disaster,�twenty�percent�of�the�popula-
tion� will� suffer� mild� to� moderate� forms� of� depression� and�
anxiety.11�The�cultural�validity�of�posttraumatic�stress�disorder�
in�non-Western�populations�and�its�place�in�a�broad�spectrum�
of�responses�to�trauma�have�also�been�questioned�by�the�inter-
national�public�health�community.�The�most�appropriate�and�
effective�mental�health� interventions� for� the�diverse�popula-
tions� affected� by� conflict� and� disaster,� including� this� recent�
tsunami,�are�still�being�explored.12–15

Concern�about�trauma�is�even�greater�in�Sri�Lanka�given�its�
preexisting�rate�of�suicide,�one�of� the�highest� in�the�world.16�
Though� the� problem� is� poorly� understood,� past� analyses�
posited� that� poverty,� conflict,� and� ready� access� to� chemical�
pesticides� are� contributing� factors.16� After� the� tsunami,� the�
mental�health�professionals�we�encountered�in�Sri�Lanka�were�
frankly�overwhelmed,�partially�due�to�the�baseline�absence�of�
mental�health�services.�In�the�camps,�hospitals,�and�communi-
ties,�we�did�our�best�to�administer�what�has�been�described�as�
“psychological�first�aid”�when�appropriate.17

We� saw� great� resilience� of� spirit� in� villagers� rebuilding�
homes�on�the�coasts�and�in�community�leaders�working�tire-
lessly� to� support� their� people.� Fishermen� waded� fearlessly�
neck-deep� in� the�same�waters� that�generated� the� tsunami� to�
hand-place�nets—eighty�percent�of�the�country’s�thirty�thou-
sand� fishing� boats� were� destroyed.18� The� people’s� concern�
over� a� new� national� law� prohibiting� living� accommodations�
within�one�hundred�meters�of�the�coast�reminded�us�that�the�
restoration�of�livelihoods�may�be�even�more�crucial�to�regain-
ing�a�sense�of�well-being�than�any�other�targeted�psychologi-
cal�intervention.�This�is�consistent�with�reports�emphasizing�
reestablishment�of�social�coherence�and�community�networks�
over� “psychological� tool� kits”� imported� by� outsiders� in� the�
wake�of�conflict�and�disaster.12
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Disaster prevention
Seismologists� are� still� struggling� with� the� lessons� of� the�

December�26�earthquake�and�tsunami.19�On�that�day,�the�first�
waves� hit� Indonesia� within� thirty� minutes� of� the� quake� and�
reached�Sri�Lanka�within�two�hours.�On�March�28,�as�we�re-
turned�to�Colombo�from�the�coast�of�Batticaloa,�BBC�television�
reported�an�8.3�magnitude�earthquake,�later�upgraded�to�8.7,�in�
almost�the�same�location.�We�had�just�left�the�coastal�popula-
tion� and� wondered� how� they� would� be� warned� of� a� possible�
tsunami� risk.� The� Sri� Lankan� president� subsequently� issued�
coastal�evacuation�instructions�over�radio�and�television—pre-
cisely�how�many�people�at�potential�risk�were�evacuated�that�
night�remains�unknown.

Fortunately,�in�that�case�there�was�no�tsunami,�perhaps�be-
cause�the�earthquake�was�only�one-third�as�strong�and�deeper�
in� the� sea-trench,� so� that� it� failed� to� vertically� displace� the�
ocean� floor.20� Nonetheless,� the� event� underscored� the� need�
for�the�development�of�an�Indian�Ocean�tsunami�warning�sys-
tem—akin�to� the�Pacific�Ocean�system—with�the�capacity� to�
reach�even�the�most�marginalized�populations.�Plans�for�such�
a�system�have�been�initiated,�and�it�is�projected�to�be�in�place�
in�2006.21

Advocacy—and the future
After� completing� our� trip,� we� compiled� a� surgical� needs�

assessment�for� local�and�international�organizations.�We�also�
shared�our�concerns�about�the�surgical�and�medical�needs�of�
the�region�with�the�U.S.�embassy�in�Colombo.�Embassy�staff�of-
ficially�recommend�no�travel�in�the�north�and�east�of�Sri�Lanka�
for�security�reasons—the�U.S.�State�Department�classifies�the�
LTTE�as�a�terrorist�organization.22�Embassy�officials�were�at-
tentive�and�interested�to�hear�about�our�perceived�security�in�
LTTE-controlled� areas,� and� of� the� medical� and� social� situa-
tion� of� the� northeast.� We� were� encouraged� that� several� days�
later� U.S.� Congressman� Danny� K.� Davis� from� Illinois� visited�
Killinochchi�and�Mullaitivu�to�document�regional�humanitar-
ian�needs.�In�doing�so,�he�also�met�with�LTTE�political�leaders�
in� the� first�meeting� in� recent�history�between�a�U.S.�govern-
ment� official� and� the� LTTE.� While� it� may� generally� be� true�
that� global� responses� to� natural� disasters� are� “less� politically�
risky”�compared�to�complex�emergencies,2�the�precarious�and�
complex�balance�of�forces�at�play�when�these�events�occur�in�
conflict�zones�blurs�the�distinction.

A�global�effort�will�be�needed�to�begin� to�meet� the�needs�
of�the�civilians�in�this�region,�the�chronically�underserved�who�

bear� the� greatest� consequences� of� both� this� conflict� and� the�
tsunami� disaster.� The� WHO’s� “Health� as� a� Bridge� to� Peace”�
program� gives� health� professionals� a� promising� opportunity�
to�play�a�more�direct�role�in�peace�building�and�conflict�reso-
lution.23� Though� not� without� controversy,� this� approach� has�
positively�engaged�warring�factions�at�the�height�of�the�conflict�
in�Sri�Lanka�(and�elsewhere)�through,�for�example,�the�negotia-
tion�of�ceasefires�to�allow�mass�vaccinations.24

In� Sri� Lanka,� the� committed� engagement� of� all� parties�
in� a� proposed� joint� mechanism� for� equitable� distribution� of�
tsunami� relief� has� provided� a� rare� opportunity� for� political�
consensus�and�momentum�towards�reconciliation,�which�has�
nonetheless� been� challenging� to� achieve.� If� successful,� Sri�
Lanka�may�be�an�example� to�neighboring�Aceh�and� to�other�
countries�grappling�with�the�overwhelming�multidimensional�
challenges�of�recovery�from�a�natural�disaster�in�the�face�of�a�
seemingly�insurmountably�polarized�civil�conflict.�

Voluntarism
Many�of�our�colleagues�told�us�of�their�desire�to�do�similar�

humanitarian�work�after�hearing�about�our�experience� in�Sri�
Lanka.�While�this�may�be�a�partial�result�of�seeing�the�images�
of� disaster� broadcast� by� the� news� media,� it� may� also� be� due�
to� the� heavy� financial� and� administrative�burden�of� our� own�
health�system,�which�at�times�leaves�us�all� longing�to�directly�
care�for�people�without�all�the�red�tape.�Though�a�natural�di-
saster�may�compel�this�move�to�help,�as�it�did�for�us,�there�are�
countless�populations�around�the�world�without�access�to�even�
the�most�basic�medical�and�surgical�care.�In�most�cases,�this�is�
due�to�poverty�and�underdeveloped�health�systems,�and�some-
times�it� is�exacerbated�by�civil�conflict�as�in�Sri�Lanka.�Many�
organizations�provide�ongoing�short-�and�longer-term�volun-
teer� opportunities� to� work� in� these� settings.� The� American�
College�of�Surgeons,�for�example,� is�developing�a�database�of�
such� organizations� and� considering� a� collaborative� role� with�
counterparts�in�developing�countries.

At�a�personal�level,�as�health�care�providers,�each�of�us�must�
define�what�he�or�she�can�and�should�do�to�confront�current�
glaring� local� and�global�health� inequities.�For� some,� it� might�
be� through� direct� service,� for� others� through� political� and�
social�advocacy,�both�here�and�abroad.�Our�experience�in�Sri�
Lanka�benefited�us�as�much�as,�if�not�more�than,�our�patients�
and� Sri� Lankan� colleagues,� who� generously� welcomed� and�
trusted�us�while�sharing�their�many�wounds�and�extraordinary�
resilience.�
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Epilogue November 2006
Since� this� manuscript� was� written,� tsunami� recovery� has�

been� stalled� by� the� escalating� civil� conflict.� Three� thousand�
people�died�last�year�as�casualties�of�the�conflict,�and�thousands�
in� the� region�were�again�displaced.25�Many�aid�organizations�
are�working�to� fulfill� the�needs�for� food,�water,�and�access�to�
essential�medicines,�further�hindered�by�the�monsoon�season.�
We�were�especially�distressed�to�hear�that�Killinochchi�General�
Hospital�was�damaged�by�bombs�several�weeks�ago,�and�had�to�
be�evacuated.26�Talks�in�Geneva�between�the�Sri�Lankan�gov-
ernment�and�the�LTTE�had�failed�to�make�progress.�The�world�
must� be� made� aware� of� this� quietly� escalating� civil� disaster,�
which�was�overshadowed�by�the�results�of�the�tsunami.

References
� 1.� Butler�D.�Agencies�fear�global�crises�will�lose�out�to�tsunami�

donations.�Nature�2005;�433:�94.
� 2.� Spiegel�PB.�Differences�in�world�responses�to�natural�disas-

ters�and�complex�emergencies.�JAMA�2005;�293:�1915–18.
� 3.� VanRooyen�M,�Leaning�J.�After�the�tsunami—facing�the�pub-

lic�health�challenges.�N�Engl�J�Med�2005;�352:�435–38.
� 4.� Korf�B,�Silva�KT.�Poverty,�Ethnicity,�and�Conflict�in�Sri�Lanka.�

Presented�at�the�conference�Staying�Poor:�Chronic�Poverty�and�De-
velopment�Policy,�University�of�Manchester,�2003�April�7–9.

� 5.� Reilley� B,� Simpson� I,� Ford� N,� DuBois� M.� Conflict� in� Sri�
Lanka.�BMJ�2002;�324:�361.

� 6.� Malnutrition� in� Sri� Lanka� schoolchildren� reaches� alarming�
levels.�United�Nations�World�Food�Programme.�2003�Oct�17.�www.
reliefweb.int/rw/rwb.nsf/AllDocsByUNID/cb64d0f8899c67dac1256d
c200394bba.�Accessed�2005�Apr�28.

� 7.� After�the�tsunami:�Missed�chances.�Economist�2005�Feb�26;�
374:�40.

� 8.� World� Heath� Organization.� South� Asia:� Tsunami� &� Health�
Situation� Report� #41.� www.reliefweb.int/rw/rwb.nsf/db900SID/
VBOL-6AGDLL?OpenDocument.�Accessed�2005�Mar�14.

� 9.� International�Campaign�to�Ban�Landmines.�Landmines�and�
Sri�Lanka.�www.icbl.org/lm/2004/sri_lanka.�Accessed�2005�Apr�28.

10.� Yehuda�R.�Current�concepts:�Post-traumatic�stress�disorder.�
N�Engl�J�Med�2002;�346:�108–14.

11.� van�Ommeren�M,�Saxena�S,�Saraceno�B.�Aid�after�disasters.�
BMJ�2005;�330:�1160–61.

12.� van� Ommeren� M,� Saxena� S,� Saraceno� B.� Mental� and� social�
health�during�and�after�acute�emergencies:�Emerging�consensus?�Bull�
World�Health�Org�2005;�83:�71–75.

13.� Silove�D.�The�best�immediate�therapy�for�acute�stress�is�social.�

Bull�World�Health�Org�2005;�83:�75–76,�77.
14.� Summerfield�D.�What�exactly�is�emergency�or�disaster�“men-

tal�health”?�Bull�World�Health�Org�2005;�83:�76–77.
15.� de�Jong�K,�Prosser�S,�Ford�N.�Addressing�psychosocial�needs�

in�the�aftermath�of�the�tsunami.�PLoS�Med�2005;�2:�486–88.
16.� Eddleston�M,�Sheriff�MHR,�Hawton�K.�Deliberate�self�harm�

in�Sri�Lanka:�An�overlooked�tragedy� in� the�developing�world.�BMJ�
1998;�317:�133–35.

17.� The�National�Institute�of�Mental�Health.�Mental�Health�and�
Mass�Violence:�Evidence-Based�Early�Psychological�Intervention�for�
Victims/Survivors� of� Mass� Violence.� A� Workshop� to� Reach� Con-
sensus�on�Best�Practices.�NIH�Publication�No.�02-5138.�Washington�
(DC):�U.S.�Government�Printing�Office;�2002.

18.� Refugees� International.� Sri� Lanka:� Recovery� of� Sri� Lankan�
fishing�industry�requires�thousands�of�boats.�www.refugeesinterna-
tional.org/content/article/detail/4869.�Accessed�2005�Apr�28.

19.� Titov�V,�Rabinovich�AB,�Mofjeld�HO,�Thomson�RE,�González�
FI.�Ocean�science:�The�global�reach�of�the�26�December�2004�Suma-
tra�tsunami.�Science�2005;�309:�2045–48.

20.� Kerr�RA.�Asian� tsunamis.�Model� shows� islands�muted� tsu-
nami�after�latest�Indonesian�quake.�Science�2005;�308:�341.

21.� Cyranoski�D.�Preparations�get�under�way�for�tsunami�warning�
system.�Nature�2005;�436:�759.

22.� U.S.�Department�of�State.�Background�Note:�Sri�Lanka.�www.
state.gov/r/pa/ei/bgn/5249.htm.�Accessed�2005�Apr�28.

23.� Santa� Barbara� J,� MacQueen� G.� Peace� through� health:� key�
concepts.�Lancet�2004;�364:�384–86.

24.� Kuruppuarachchi� KA,� Williams� SS.� Conflict� in� Sri� Lanka.�
Doctors� can� influence� people� and� promote� peace.� BMJ� 2002;� 324:�
361.

25.� International� Crisis� Group.� Sri� Lanka:� The� Failure� of� the�
Peace�Process.�Asia�Report�No.�124.�2006�Nov�28.�www.crisisgroup.
org/library/documents/asia/south_asia/sri_lanka/124_sri_lanka___
the_failure_of_the_peace_process.pdf.

26.� Sri� Lanka� jets� bomb� rebel� areas.� BBC� News� 2006� Nov� 2.�
news.bbc.co.uk/2/hi/south_asia/6109590.stm.

Address�correspondence�to:
Rochelle�A.�Dicker,�MD
University�of�California,�San�Francisco
San�Francisco�General�Hospital
1001�Potrero�Avenue,�Box�0807
Department�of�Surgery,�Ward�3A
San�Francisco,�California�94110
E-mail:�dickerr@sfghsurg.ucsf.edu

Children in a Mullaitivu camp • Hindu temple in Batticaloa • A shrapnel injury • Woman who lost several children in the tsunami


